found no benefit of the single brief intervention, and 67% of participants were still drinking heavily and/or having symptoms due to drinking 1 year later. 1 Although the secondary analyses reported by Bertholet et al. identified three predictor measures that were associated with subsequent improved drinking outcomes, only one of the measures-alcohol treatment in the year after hospitalization-could be influenced by medical providers. The other two predictors of improved outcomes were patient characteristics at the time of admission. 1 Alcohol treatment improves outcomes for alcohol dependence, 3, 4 but most individuals with alcohol dependence never receive specialized treatment. 5 As few as 11% of patients with alcohol dependence are referred for specialty treatment, 6 and when they are referred, many patients do not engage in treatment. 7 In a national survey, 85% of people with prior alcohol dependence never sought alcohol treatment. 5 Among the 15% who had sought help, less than half reported formal treatment, and most attended 12-step programs such as Alcoholics Anonymous. 5 The 2008 National Household Survey on Drug Use and Health found that most people with alcohol dependence did not think they needed treatment. 8 Among individuals with alcohol dependence who felt they needed treatment, the two most common reasons for not receiving it were: (1) not being ready to stop drinking, and (2) not having health insurance coverage and not being able to afford treatment. 8 Barriers to alcohol treatment have led to increased calls for management of alcohol dependence in nonspecialty addiction settings and treatments that can engage patients with alcohol dependence over extended periods of time.
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Although only a minority of medical inpatients with alcohol dependence will receive specialized alcohol treatment, many will see general internists after discharge. This provides an ideal opportunity to engage patients in discussions about their drinking. While the efficacy of single brief interventions for alcohol dependence is not clear, 12, 13 two efficacious approaches to management of alcohol dependence can be integrated into general medical settings and may be acceptable to patients who do not engage in alcohol treatment. Repeated outpatient interventions by medical providers have been shown to decrease drinking in patients with alcohol dependence. 14, 15 One trial recruited male VA inpatients hospitalized for alcohol-related medical problems. Participants were not willing to enter abstinence-oriented alcohol treatment, but agreed to attend general medical visits to monitor their drinking and health problems. 14 Intervention patients saw a primary care
provider monthly or more often as needed to monitor their medical condition. Visits included review of recent drinking, feedback on objective measures of health impacted by drinking (e.g., gamma glutamyl transferase or blood pressure), and encouragement to decrease drinking. After 2 years, intervention patients were more likely than usual care patients to report abstinence (74% vs 47%; p =0.02). 14 Another observational study reported markedly decreased drinking among alcoholdependent patients with cirrhosis who received repeated medical visits that combined empathetic discussions of their drinking with monitoring laboratory tests. 7 Repeated telephone interventions over 6 weeks also reduced drinking in men in a randomized controlled trial of outpatients with alcohol dependence. 15 Finally, in the COMBINE trial of medications for alcohol dependence, placebo combined with repeated medical visits was not statistically different from specialized alcohol treatment for improving drinking outcomes. 16, 17 Taken together, these studies suggest that repeated discussions with patients about their drinking and its relation to their health is one effective approach to managing alcohol dependence when specialized alcohol treatment is not an acceptable option. Four medications-disulfiram, naltrexone, acamprosate, and topiramate-are efficacious for treatment of alcohol dependence and recommended for use in medical settings, 18 although topiramate has not been FDA approved for treatment Alcohol abuse and dependence are increasingly recognized as a single condition, alcohol use disorder with a spectrum of severity; however, we use the simpler term alcohol dependence to describe this spectrum in this article.
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Published online July 15, 2010 of alcohol dependence. Naltrexone and topiramate have been studied more than other medications when provided with minimal behavioral support, as is practical in most medical settings. 19 The COMBINE trial revealed that naltrexone, provided in combination with medication management, was as efficacious as a state-of-the-art specialized alcohol treatment. 16 At medication management visits every 1-4 weeks, medical providers assessed side effects of and adherence to medications, reviewed recent drinking, and encouraged patients to attend Alcoholics Anonymous. 16 Naltrexone, which comes in an oral or injectable (longacting) form, 20 appears effective whether or not patients are abstinent, although efficacy appears greatest in patients who abstain for 7 days before initiating treatment. 21 In patients with major depression as well as alcohol dependence, a recent trial suggested that combined naltrexone and an SSRI improves alcohol dependence outcomes. 22, 23 Topiramate was also efficacious for decreasing alcohol consumption when combined with weekly medical visits that were modeled after depression care management programs. 24, 25 Of note, topiramate was efficacious even though it was studied in patients who continued to drink heavily at the time of enrollment. 24 Other medications that may reduce drinking among patients with alcohol dependence include baclofen, 26 gabapentin, 27 and ondansetron. 19, 28 Twenty years ago, the Institute of Medicine called for a broadening of the base of alcohol treatment. 29 While much attention has been focused on alcohol screening and brief intervention, general internists also need to actively manage alcohol dependence in patients who do not respond to brief interventions or engage in specialty addictions care, including those recently discharged from the hospital. 10, 11, 18 As models for integrating mental health care into the patient-centered medical home are further developed, it will be essential to design systems that can support frequent medical visits and management of medications for patients with alcohol dependence.
